Earlier this year, the National Academies of Sciences, Engineering, and Medicine ([@bib3]) released the consensus study report *Birth Settings in America: Outcomes, Quality, Access, and Choice* (*Birth Settings*). For those who are committed to the care of childbearing women, their infants, and their families in the United States, this report must not be ignored, dismissed, or forgotten in the context of our nation's larger and critical focus on the coronavirus pandemic. The *Birth Settings* report was requested by Congresswoman Lucille Roybal-Allard and Congresswoman Jaime Herrera Beutler in 2018 and was sponsored by the Eunice Kennedy Shriver National Institute of Child Health and Human Development, National Institutes of Health. My purpose here is to briefly introduce the *Birth Settings* report and to challenge clinicians on the front lines of health care delivery, nurse and midwife leaders, researchers, and policy makers to read it and use its findings and conclusions to work toward evidence-based, quality health care for all women, infants, and families in the United States.

The *Birth Settings* consensus report was prompted by the uncomfortable and well-documented reality that America spends proportionally more money on childbirth than any other developed country yet has significantly poorer outcomes by common measures of maternal and infant health, including morbidity and mortality ([@bib3]). Further, these poorer outcomes are disproportionately borne by Black and Native American women, their newborns, and their families. Underlying these statistical realities are the broad strokes of too little or too much care and care of inconsistent quality. Too little care encompasses lack of access for certain populations; maldistribution of providers and health care facilities; inadequate and irregular patterns of health insurance; and other broader realities of regulatory, funding, and policy deficiencies (NASEM, 2020). Too much care is most clearly illustrated by the national cesarean birth rate, which is consistently close to 32% despite the widespread agreement of experts that this rate is too high ([@bib1]). Care of inconsistent quality is obvious in largely preventable poor maternal and fetal/infant outcomes, substantial differences in outcomes across institutions, and persistent racial/ethnic disparities in outcomes across the nation ([@bib3]). These problems and the uniquely American structure of state rule make it difficult if not impossible to take a national approach to the design and implementation of health care for childbearing women, infants, and families that is founded on the tenets of primary care, health promotion, and disease prevention for all.

Although the problem that prompted the report is very broad, *Birth Settings* was more specifically focused on "opportunities for improvement in one crucial component of U.S. maternity care: the settings in which childbirth occurs" ([@bib3], p. I-2). These settings were categorized as home, birth center, and hospital. The authors of the report noted that evidence-based care and quality vary across settings, and this variation leads to problems of too little and too much care. Furthermore, problems are exacerbated by lack of care coordination among and between settings and providers, which is likely to result in less-than-optimal outcomes regardless of intended setting for childbirth.

*Birth Settings* represents the consensus findings of the members of the specifically constituted ad hoc Committee on Assessing Health Outcomes by Birth Settings and the standing Board on Children, Youth, and Families of the National Academies of Sciences, Engineering, and Medicine. The committee was charged with analyzing and summarizing the research evidence on birth settings to answer six questions:•What risk factors affect maternal mortality and morbidity overall?•What factors affect the choice of and access to birth settings?•What are the social determinants of health that influence risk and outcomes in varying birth settings?•What are the financing models for childbirth across settings?•What are the licensing, training, and accreditation issues pertaining to professionals providing maternity care across all settings?•What lessons can be learned from international experiences? ([@bib3], p. 1-4)

The committee developed a conceptual model of the interactive continuum of maternity care (see [Figure 1](#fig1){ref-type="fig"} ) to organize their work to answer these questions and to identify "key opportunities that can be leveraged to improve policy and practice across birth settings" ([@bib3], p. S-1). At the center of the model are the three components that contribute to the goal of positive outcomes of maternity care: access to care, quality of care, and informed choice and risk assessment. Within this triangle, the pregnant person and the infant interact closely with partners and families and more broadly with the health care team, systems and settings of health care, and collaboration and integration of health care. All these inner elements are affected by social determinants of health (housing, income, education, etc.), which themselves function within structural inequities and biases. As shown in the figure, the grounding structure of the model is the continuum of maternity care that begins with health before pregnancy and progresses through pregnancy/prenatal care, intrapartum/labor and birth care, and immediate postpartum care to ongoing maternal and pediatric care. The committee's conceptual model makes clear that the physical setting of childbirth is only one part of the overall picture that dictates outcomes. The setting for the isolated experience of childbirth occurs within the complex interrelationships of all other elements of the model that "are relevant regardless of setting and that can be optimized for positive outcomes across and within different birth settings" ([@bib3], p. S-2).Figure 1Interactive continuum of maternity care: A conceptual framework. *Note.* "^a^Structural inequities and biases include systemic and institutional racism. Interpersonal racism and implicit and explicit bias underlie the social determinants of health for women of color" ([@bib3], p. S-1). From *Birth Settings in America: Improving Outcomes, Quality, Access, and Choice*, by the National Academies of Sciences, Engineering, and Medicine, 2020 (<https://doi.org/10.17226/25636>). The National Academies Press. Copyright © 2020 National Academies of Sciences, Engineering, and Medicine. Used with permission.

The committee arrived at 12 conclusions (see [Table 1](#tbl1){ref-type="table"} ) that provide multiple and clear directions and opportunities for nurses, midwives, and others to lead the work forward to make birth safer for all women in all settings. Three conclusions are specific to hospital settings, three are specific to home and birth center settings, two are specific to informed choice and risk selection, and four are specific to access to care and birth settings. Each of the conclusions is multifaceted, and there are complex relationships among them. However, when considered specifically in relation to the choice of setting for childbirth, these conclusions present exciting challenges and opportunities for practice, education, research, and policy.Table 1The 12 Conclusions of *Birth Settings in America: Outcomes, Quality, Access, and Choice*Hospitals1.Quality Improvement Initiatives (such as the Alliance on Innovation in Maternal Health and the National Network of Perinatal Quality Collaboratives) and adoption of national standards and guidelines (such as the Maternal Levels of Care of the American College of Obstetricians and Gynecologists and Society for Maternal-Fetal Medicine; the American Academy of Pediatrics' Neonatal Levels of Care; and guidelines for care in hospital settings developed by the Association of Women's Health, Obstetric, and Neonatal Nurses, the Society of Obstetric Anesthesia, and the American College of Nurse-Midwives) have been shown to improve outcomes for pregnant people and newborns in hospital settings.2.Providing currently underutilized nonsurgical maternity care services that some women have difficulty obtaining, including vaginal birth after cesarean, external cephalic version, planned vaginal breech, and planned vaginal twin birth, according to the best evidence available, can help hospitals and hospital systems ensure that all pregnant people receive care that is respectful, appropriate for the condition, timely, and responsive to individual choices. Developing in-hospital, low-risk, midwifery-led units or adopting these practices within existing maternity units; enabling greater collaboration among maternity care providers (including midwives, physicians, and nurses); and ensuring cultivation of skills in obstetric residency and maternal-fetal medicine fellowship programs can help support such care.3.Efforts are needed to pilot and evaluate high-value payment models in maternity care and identify and develop effective strategies for value-based care.Home and Birth Center Settings4.Integrating home and birth center settings into a regulated maternity and newborn care system that provides shared care and access to safe and timely consultation; written plans for discussion, consultation, and referral that ensure seamless transfer across settings; appropriate risk assessment and risk selection across settings and throughout the episode of care; and well-qualified maternity care providers with the knowledge and training to manage first-line complications may improve maternal and neonatal outcomes in these settings.5.The availability of mechanisms for all freestanding birth centers to access licensure at the state level and requirements for obtaining and maintaining accreditation could improve access to and quality of care in these settings. Additional research is needed to understand variation in outcomes for birth centers that follow accreditation standards and those that do not.6.The inability of all certified nurse-midwives, certified midwives, and certified professional midwives whose education meets International Confederation of Midwives Global Standards, who have completed an accredited midwifery education program, and who are nationally certified to access licensure and practice to the full extent of their scope and areas of competence in all jurisdictions in the United States is an impediment to access across all birth settings.Informed Choice and Risk Selection7.Ongoing risk assessment to ensure that a pregnant person is an appropriate candidate for home or birth center birth is integral to safety and optimal outcomes. Mechanisms for monitoring adherence to best-practice guidelines for risk assessment and associated birth outcomes by provider type and settings is needed to improve birth outcomes and inform policy.8.To foster informed decision making in choice of birth settings, high-quality, evidence-based, online decision aids and risk-assessment tools that incorporate medical, obstetric, and social factors that influence birth outcomes are needed. Effective aids and tools incorporate clinical risk assessment and a culturally appropriate assessment of risk preferences and tolerance and enable pregnant people, in concert with their providers, to make decisions related to risk, settings, providers, and specific care practices.Access to Care and Birth Settings9.Access to choice in birth settings is curtailed by a pregnant person's ability to pay. Models to increase access to birth settings for low-risk women that have been implemented at the state level include expanding Medicaid, Medicare, and commercial payer coverage to cover care provided at home and birth centers within their accreditation and licensure guidelines; cover care provided by certified nurse-midwives, certified midwives, and certified professional midwives whose education meets International Confederation of Midwives Global Standards, who have completed an accredited midwifery education program, and who are nationally certified; and cover care provided by community-based doulas. Additional research, demonstration, and evaluation to determine the potential impact of these state-level models is needed to inform consideration of nationwide expansion, particularly with regard to effects on reduction of racial/ethnic disparities in access, quality, and outcomes of care.10.Ensuring that levels of payment for maternity and newborn care across birth settings are adequate to support maternity care options across the nation is critical to improving access.11.Research is needed to study and develop sustainable models for safe, effective, and adequately resourced maternity care in underserved rural and urban areas, including establishment of sustainably financed demonstration model birth centers and hospital services. Such research could explore options for using a variety of maternity care professionals -- including nurse practitioners, certified nurse midwives, certified professional midwives, certified midwives, public health nurses, home visiting nurses, and community health workers---in underserved communities to increase access to maternal and newborn care, including prenatal and postpartum care. These programs would need to be adequately funded for evaluation, particularly with regard to effects on reduction of racial/ethnic and geographic disparities in access, quality, and outcomes of care.12.To improve access and reduce racial/ethnic disparities in quality of care and treatment, investments are needed to grow the pipeline for the maternity and newborn care workforce - including community health workers, doulas, maternity nurses, nurse practitioners and physicians' assistants, public health nurses, family medicine physicians, pediatricians, midwives, and obstetricians -- with the goal of increasing its diversity, distribution, and size. Greater opportunities for interprofessional education, collaboration, and research across all birth settings are also critical to improving quality of care.[^1]

An insight I took away from the *Birth Settings* report is the need to rethink the terminology we often see in the literature and in discussions/presentations about settings for childbirth. Births at home or in a birth center are often labeled as "out of hospital," a phrase that suggests hospital birth as the gold standard ([@bib2]). Instead of the gold standard, hospital birth is a deeply entrenched tradition in the United States that resulted from a multitude of forces in the 20th century. In the conceptual model, homes, birth centers, and hospitals are all viable childbirth settings within a primary care model of maternity care. Cheyney and colleagues (2019) recommended the term "community birth" to refer to home and birth center birth, and I find this term appealing. Although the setting for childbirth is a frequent source of public, professional, and policy disagreements, it is time to move the United States toward a national model of maternity care that is based on evidence and requires access to choice of setting (and, by default, choice of provider) for childbirth. It is noteworthy that the coronavirus pandemic has prompted a renewed call for access to and payment for midwives and community birth to avoid the risks of virus exposure in an acute care hospital.

As stated in the *Birth Centers* summary, "the scientific challenge is to better understand the science of childbirth---from biology to policy---to improve outcomes for mothers, infants, and families" ([@bib3], p. S-11). In a related commentary in this issue, Dr. Lori Trego [@bib4], who participated in the committee's work as a National Academy of Medicine Distinguished Nurse Scholar-in-Residence, discusses the research opportunities inherent in the conclusions of the report that nurses are particularly well-suited to study.

The setting for childbirth, whether in the community (home or birth center) or the hospital, is one important element in the continuum of care for women during pregnancy and after birth, including care for their infants. The fundamental need in the United States is access to quality care in all settings in an integrated, interdisciplinary system based on national, evidence-based standards that are respectful of informed choice. The issue is not the physical setting for childbirth per se; it is the quality of care provided in any setting and coordination of care among settings that are of the utmost importance.

[^1]: *Note.* From *Birth Settings in America: Improving Outcomes, Quality, Access, and Choice*, by the National Academies of Sciences, Engineering, and Medicine, 2020 (<https://doi.org/10.17226/25636>). The National Academies Press. Copyright © 2020 The National Academies of Sciences, Engineering, and Medicine. Used with permission.
